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V OLUME 20 As the United States struggles to get a handle on its budgetary deficits, both short-term and long-term, one major program has taken center stage: Medicare. This program pays for health care expenses incurred by most Americans who are sixty-five years and older, as well as those who are permanently disabled.
1 It is a classic entitlement program in that beneficiaries have no monetary cap on the value of the benefits that they receive from this program, as long as they meet the program's criteria for eligibility. Moreover, Medicare is beset with the increasing cost of health care services that bedevils most American health care financing systems. This combination of unlimited benefits and full exposure to U.S. health care costs makes the Medicare program uniquely susceptible to budgetary scrutiny.
At the same time, Medicare has hardly gone unnoticed by governmental budget overseers and policymakers more generally. Throughout the contentious and protracted debate that culminated in 2010 with passage of the Patient Protection and Affordable Care Act, 2 one of the major issues in the discussions about health care reform was what would happen to the Medicare program. Moreover, no less than $575 billion of projected cuts over a ten-year budget window were included in that legislation to finance other reforms that it sought to implement.
3 To be sure, certain enhancements in Medicare's coverage were included as well, 4 but the overall impact of the 2010 health care reform legislation was to reduce the cost of Medicare by over a half-trillion dollars. Indeed, these severe Medicare cuts were the main reason that older Americans generally opposed passage of that legislation. They were also a contributing factor in the 2010 congressional elections that ushered in a new Republican majori-generally understand the nature of the Medicare program as it exists, rather than the various mythologies that seem to surround this important public initiative. This Article seeks to debunk ten of the more significant myths of Medicare so that an informed and realistic debate can ensue about the future of Medicare.
I. There Is One Medicare Program
One of the foundational myths surrounding Medicare is that there is one single Medicare program, a one-size-fits-all schematic typical of government programs, with little flexibility or opportunity to individualize the benefit package. In fact, Medicare has several distinct components, usually described as Part A through Part D, each with different types of coverage, limitations, and financing mechanisms. In briefest possible overview, Medicare Part A covers costs incurred in hospitals, nursing homes, home health services, and respite care.
8 Part B applies to physicians' charges, ambulance services, some home health care, and durable medical equipment such as walkers, motorized carts, and the like. 9 Part D deals exclusively with prescription medications, 10 and Part C provides integrated "managed care"
arrangements that encompass the benefits of Medicare Parts A, B, and D, 11 plus some other benefits that are often provided by supplemental "Medigap" insurance policies.
12
The scope of these coverages varies greatly depending upon the specific Part of Medicare in question. For example, Part A covers almost all hospital charges during the first sixty days 13 of a "spell of ill- 
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coverage is virtually complete. In contrast, Medicare's coverage of nursing home costs is subject to several separate qualifiers, not the least of which is that the person must enter a nursing home within thirty days of being treated in a hospital for the same or a related medical condition 17 and needs "skilled" nursing care on a daily basis 18 -conditions that substantially reduce the scope of Medicare's nursing home coverage. Meanwhile, Medicare Part D has no specific mandatory coverage elements for its drug coverage. Instead, certain parameters are set forth (and adjusted annually for inflation) in a prototype plan, and private insurers then offer that plan or an "actuarially equivalent" alternative. 19 In fact, there is no one Medicare Part D plan, as each year private companies create particular plans with restricted formularies, specified dosage amounts, specified dosage frequency, and other elements that will appeal to some prospective customers and not to others.
20
At least as important are the different ways in which these components of Medicare are financed. Medicare Part A is paid by most persons while they are employed through the mechanism of a 2.9% tax on all wages and salaries, half being collected from the employee 21 and half being nominally imposed on the employer.
22 Self-employed persons pay the entire 2.9% tax on their net income from selfemployment. 23 Once a person reaches age sixty-five, he or she is "en- -is eligible for Medicare Part A. But the main point is that Part A is financed before it is needed, essentially as prepaid health insurance.
In contrast, both Medicare Part B and Part D are financed through a combination of enrollee premiums and general federal tax revenues. The enrollee premium for Medicare Part B, for example, is adjusted annually for inflation and in 2012 was $99.90 per month.
28
This premium is calculated to cover twenty-five percent of Medicare Part B's expenses for the coming year, with the remaining seventy-five percent coming from general tax revenues paid by taxpayers of all ages.
29 Higher-income beneficiaries of both Part B and Part D pay additional amounts for the same coverage depending upon their level of income two years prior to the current year. 30 Thus, the charge for affected beneficiaries in 2012 is determined by their income in the year 2010. Finally, Medicare Part C encompasses a variety of "managed care" arrangements that differ substantially from the per-servicesprovided model that characterizes the other Parts of Medicare. Most commonly delivered through a health maintenance organization or a preferred provider organization, Medicare Part C offers integrated hospital, physician, and pharmaceutical coverage, along with extra benefits such as wellness classes, eyeglasses, and hearing aids, through a stipulated network of providers in exchange for a monthly fee.
31 That fee typically reflects the federal government's calculated average cost of providing services through the "traditional" Medicare program, a cost that is determined by and paid directly to the Medicare Part C organization, leaving the enrollee to pay a single premium to that organization. Approximately one in four Medicare beneficiar- ies participates in a Medicare Part C arrangement at the present time.
32
Thus, the individual components of Medicare reflect very different models of service delivery, as well as very different financing mechanisms, and must be analyzed separately when substantive changes are being considered. Otherwise, the tendency to conflate these very different approaches can spawn suspect and often wildly mistaken understandings of how Medicare works.
II. Medicare Is Going Bankrupt
One of the most frequently propounded contentions, usually with an air of absolute certainty, is that the Medicare program is going bankrupt, will soon run out of money, or some similar formulation of complete financial exhaustion. This myth combines the prior myth that there is a single program called Medicare with a preternatural concern with governmental trust fund accounting. As noted in connection with that prior myth, 33 Medicare consists of several distinct components with differing methodologies of financing their costs. In particular, Medicare Parts B and D utilize premiums paid by currentyear enrollees and general tax revenues. 34 These components of Medicare make no pretense of pre-funding and rely on funds that are generated in the current fiscal year. In other words, Medicare Parts B and D are funded on a current-year basis and as a result cannot "go bankrupt" in any customary sense of that phrase. As long as the federal government receives tax revenues from any source and there are any enrollees in Medicare Parts B and D, those specific programs can be funded.
To be sure, general tax revenues are always subject to competing demands, whether for national defense or for other fundamental functions of government such as law enforcement and the judicial system. In addition, funding challenges may arise in the future as a result of financial demands caused by unparalleled natural disasters like Hur- Medicare Part A is essentially in the same position, but it presents an additional complication in that the payroll taxes imposed for this component are directed to a dedicated "trust fund" to pay for its expenditures. 35 In the normal course of trust fund accounting, if this fund lacks sufficient monies to pay the program's costs, those costs cannot be paid. A trust fund operated by a national government with the power to create money, however, does not necessarily play by the same rules that apply to trust funds generally. Much like the equally mythological and equally confusing trust fund that pays Social Security benefits, 36 such benefit payments are not realistically restricted to the monies that are "available" in the fabled trust fund. 37 Tax revenues go into the federal government, and that same government can choose to spend whatever sums it wants on whatever programs it deems worthy of funding. After all, there is not now, nor has there ever been, a Department of Defense "trust fund" or any similar account for the Department of Homeland Security. The absence of such a dedicated funding source, however, has not presented any impediment to financing protracted and unusually expensive wars in Iraq, Afghanistan, or anywhere else.
38 Notwithstanding the wisdom or inefficacy of those military engagements, no objection was ever raised that funds were not available to pay for these engagements. In similar fashion, if Congress finds that the reported balance in the "trust fund" designated for Medicare Part A is insufficient, it can appropriate funds to cover the resulting "deficiency" just as it does for Medicare Parts B and D. Thus, Medicare cannot "go bankrupt." It may, to be sure, become a serious and exploding drain on the federal government's budget, but if future Congresses prioritize this program over other competing demands, Medicare can continue to pay its bills in full and on time.
III. Medicare Is Government Health Care
As the preceding sections have shown, the government pays for a wide variety of medical services through its Medicare program. In almost all of those cases, the actual delivery of the care in question is provided by institutions like hospitals and nursing homes that are owned by private organizations, non-profit entities, or investors. Moreover, the actual payment of funds is administered by intermediaries called "Medicare Administrative Contractors" and possibly reviewed by "Qualified Independent Contractors."
39 These private organizations determine whether a submitted claim satisfies the criteria established by Medicare's rules and regulations and then distribute the applicable funds. 40 In other words, the federal government does not provide the medical care in question or even administer the claim approval process. As typically understood, the phrase "government health care" or "government-run health care" usually describes an arrangement in which the government provides the actual medical care through government-owned hospitals and nursing homes and where the physicians and nurses who provide that care are government employees. A prominent example of such a system in the United States is the Department of Veterans Affairs, a self-contained comprehensive health care system with delivery of care and financing completely integrated. 41 Medicare, by contrast, relies almost exclusively on private providers and thus is not "government health care." V OLUME 20
IV. Medicare Covers All Medical Costs for Its Beneficiaries
Although Medicare is the single largest funding source for health care services provided to its beneficiaries, it does not pay the entire bill for the services it covers. Like most health insurance plans in force today, Medicare sports an array of deductibles and copayment obligations. For example, Medicare Part A covers all hospital costs incurred in a single stay except for an annually adjusted deductible that was $1,156 in 2012, 42 as noted previously. If that stay exceeds sixty days within the same "spell of illness," there is also a perday deductible for the next thirty days which is set at one-fourth of the per-admission deductible, or $289 in 2012. 43 And if that hospital stay exceeds ninety days, the next sixty days impose a per-day deductible of one-half of the per-admission deductible, or $578 in 2012. 
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Another significant group has opted for a managed care arrangement under Medicare Part C to minimize out-of-pocket cost exposure, but such arrangements typically impose co-payment obligations for specified services, such as $10 per generic prescription or $20 per physician visit.
51 Still other Medicare beneficiaries have supplemental coverage from their former employers, but retiree health benefits have been under sustained reductions for nearly two decades 52 and at this point represent a diminishing solution to Medicare's cost exposure. 53 Nevertheless, the fact remains that Medicare does not pay all of the costs of its enrollees. Very much to the contrary, Medicare beneficiaries continue to have some serious "skin in the game" and face potentially substantial individual cost exposure.
54

V. Medicare Pays for Long-Term Care
Long-term care covers a range of services that provide assistance with activities of daily living and run the gamut from a few hours a day of in-home help by a family member to full-blown care in a nursing home.
55 Intermediate options within the rubric of long-term care include eight-hour shifts from a home health care agency, adult day care centers, and assisted living facilities. Many Americans believe that Medicare covers the costs associated with these various options.
In fact, the most recent survey of Americans age forty-five and over found that fifty-nine percent of respondents thought that Medicare V OLUME 20 pays for long-term care provided in a nursing home while fifty-two percent thought that it covers assisted living facility care. 56 The myth that Medicare pays for long-term care differs, however, from many of the other myths considered in this Article in two very important ways. First, this particular myth contains some element of truth, and second, it is a debilitating myth to those who believe it.
On that first point, Medicare does pay for some long-term care but not all types of such care and not without some rather severe restrictions. For example, Medicare provides no coverage whatsoever for adult day care visits or assisted living facilities, regardless of the presenting circumstances. Medicare does cover home health care, but it never pays relatives to care for their loved ones, 57 and it restricts coverage to services provided by Medicare-certified home health care agencies. 58 In addition, no fewer than five additional requirements apply:
(1) the beneficiary must be confined to his or her home and need assistance from other people or appliances like wheelchairs and walkers to leave the residence;
59
(2) a plan of care must be established by a physician;
60
(3) this plan must be reviewed by that physician every sixty days;
61
(4) the home health care must follow a stay in either a hospital or a nursing home within the preceding fourteen days; 62 and (5) covered services cannot exceed eight hours per day and are limited to twenty-eight hours per week in most circumstances.
63
Unless each and every one of these requirements is satisfied, Medicare does not cover home health care. Similarly, Medicare does cover care in a nursing home but once again under fairly significant restrictions. First, the nursing home must participate in the Medicare program and agree to its schedule of stipulated payment rates.
65 Second, the nursing home stay must occur after discharge from a hospital within the preceding thirty days.
66
Third, that preceding hospital stay must have dealt with the same or a medically related condition for which the patient requires nursing home care. 67 Fourth, that hospital stay must have lasted at least three days, 68 not counting the day of discharge. 69 Perhaps most significantly, the care received in the nursing home must meet the medically intensive standard of "skilled nursing care," meaning care that requires the skills of professional personnel, such as injections, administration of medical gases, gastronomy feedings, catheters, and so forth.
70
Equally important is the requirement that the patient need this level of care every day.
71
If any one of these conditions is not met, Medicare does not pay for the nursing home costs. Thus, if a patient does not require "skilled nursing care" but rather the type of lower-skilled, so-called "custodial care" that is typically needed by patients with Alzheimer's disease, that patient has no Medicare coverage for her nursing home costs. Moreover, even if all of these conditions set forth in the preceding paragraph are met, Medicare pays all of the nursing home costs for only the first twenty days within a "spell of illness. V OLUME 20
As noted previously, believing the myth that Medicare covers the costs of long-term care is not a harmless error. If people thinkhowever mistakenly-that they have insurance coverage for a particular calamity, they will not make any effort to secure other insurance to cover that calamity. That is the dilemma that befalls many Medicare beneficiaries and their families. Only too late do most people learn of Medicare's many restrictions on its coverage of long-term care generally and nursing home care in particular.
75 I have argued elsewhere that the applicable restrictions on Medicare's coverage of nursing homes do not recognize the changed medical realities of today and should be repealed, 76 but such salutary changes are extremely unlikely to happen given present budgetary constraints. Accordingly, it is imperative that older Americans plan to pay for their long-term care themselves or secure private long-term care insurance to pay such costs if they prefer to shift the risk to an insurance company.
77 That insurance, however, must be obtained when the prospective insured person does not manifest any immediate need for long-term care or can otherwise satisfy the medical underwriting criteria that insurance companies impose.
78
Medicare beneficiaries who believe that the program already covers long-term care costs have no reason to acquire such insurance and will likely not be interested in doing so until they are unable to qualify medically 79 -a par- It is not only older Americans who are sensitive to Medicare program cuts. The near-elderly who are closing in on Medicare's eligibility age of sixty-five years are also vitally interested in what is happening to a program that they will soon need to rely upon for financing of their still-indeterminate health care needs. Moreover, the adult children of current Medicare beneficiaries are acutely interested in any programmatic changes to Medicare that might impose higher costs on their parents and perhaps indirectly on themselves.
88 As a result, cutting the Medicare program is indeed fraught with political danger, but it has been done and done repeatedly by politicians from both political parties.
What has customarily happened is that the government has cut the Medicare program somewhat surreptitiously. Instead of reducing Medicare's expenditures by increasing the costs that are paid directly by beneficiaries, politicians have chosen to lower the payments or "reimbursement rate" that Medicare pays to various health care providers for the services that it covers 89 -hospital charges, nursing home costs, physicians' fees, drug expenses, and the like. In so doing, the government is able to reap substantial budget savings while avoiding any immediately obvious impact on Medicare's beneficiaries. V OLUME 20 larly vivid example of this phenomenon involves Medicare's reimbursement rates for physicians. Designed to reduce the program's costs for doctors' services, the "sustainable growth rate" provision calls for relatively small fee reductions over several years.
96 Medicare beneficiaries, their physicians, and the AARP, the powerful senior advocacy organization, have regularly lobbied for so-called "doc fix" legislation to hold off the scheduled fee reductions, and Congress has responded accordingly for political reasons.
97 If the temporary suspensions lapse, the cumulative reduction that would take effect in 2012 would be over twenty-seven percent 98 -a reduction that most certainly would be noticed by all parties concerned and would undoubtedly result in significant access limitations for Medicare beneficiaries. Nonetheless, many of the Medicare cuts contained in the 2010 health care reform legislation are similar to the ill-fated doctors' fee reductions but apply this time to hospitals, nursing homes, and home health care agencies.
99 As the Chief Actuary for the Centers for Medicare & Medicaid Services concluded, those reductions "are unlikely to be sustainable on a permanent annual basis." 100 Thus, the bottom line remains that the federal government has indeed cut Medicare's budget repeatedly through the back-door mechanism of lowering provider fees, but this particular strategy may no longer be feasible.
VII. Medicare Wastes Much of Its Money on Futile Care
If Medicare wastes much of its money on pointless care, an easy budgetary fix would be to eliminate this expenditure of funds. Thus, it is extremely important to ascertain whether, in fact, Medicare wastes substantial funds on futile care. It should be emphasized at the outset that this contention is not about the ever-present specter of "waste, fraud, and abuse" that haunts governmental programs generally. That Medicare is targeted by scammers and schemers of all sorts is both indisputable and hardly surprising. As the famed bank robber, Willie Sutton, reportedly replied when asked why he robbed banks: "That's where the money is."
101 Indeed, Medicare is where the money is-specifically $509 billion in fiscal year 2010 alone.
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Any program that pays out this amount of money to a wide variety of service providers in literally every county in America will be very difficult to police. That reality notwithstanding, such violations of the public trust as are encapsulated in the phrase "waste, fraud, and abuse" should be ferreted out whenever possible and eliminated. No one excuses these leakages, just as no one has a sure-fire solution to stem them once and for all.
But the issue of "futile care" is very different from "waste, fraud, and abuse." The claim that Medicare should not pay for pointless medical interventions presumes that funds were indeed spent on actual medical procedures. The issue is whether those procedures should not have been done for reasons of inefficacy or insufficient "bang for the buck." It is certainly true that Medicare spends a disproportionate amount of its budget on treatments in the final months of its beneficiaries' lives. Some twenty-eight percent of the entire Medicare budget is spent on medical care in enrollees' final year of life, 103 and nearly forty percent of that amount is spent during a patient's last month. 104 The critical issue, of course, is whether these expenditures are pointless. In one respect, it is not surprising that the cost of a person's final medical episode is unusually expensive. That person's presenting condition must have been especially severe because he or she did in fact die during or shortly after treatment. Moreover, when circumstances are particularly bleak, more intensive and often much more expensive procedures, tests, and interventions seem appropriate. After all, the patient was literally fighting off death at that point, so med- V OLUME 20 ical personnel try everything in their armamentarium to win what was ultimately the patient's final battle. Only after the fact does one know that the battle in question was indeed the patient's last episode. Does that mean that the effort expended, and the attendant costs, were wasted?
This question is more difficult than some might suspect. A recent study of Medicare claims data examined the association between inpatient spending and the likelihood of death within thirty days of a patient's being admitted to a hospital. 105 It found that for most of the medical conditions examined, including surgery, congestive heart failure, stroke, and gastrointestinal bleeding, a ten percent increase in inpatient spending was associated with a decrease in mortality within thirty days of 3.1 to 11.3%, depending upon the specific medical condition in question. 106 Only for patients who presented with acute my- 
109
That is not to say that some of Medicare's expenditures near the end of beneficiaries' lives provide insufficient benefit to justify their cost. But the tough questions are how to determine those wasteful expenditures in advance and who should make that determination.
110
Such considerations are beyond the scope of this Article, 111 but suffice it to note that end-of-life care discussions are extraordinarily contentious and easily demagogued. After all, former Vice Presidential candidate Sarah Palin effectively scuttled a rather benign effort to include payment for end-of-life counseling in Medicare's newly provided "annual wellness visit[s]" 112 by contending that such counseling was a first step to rationing health care by "death panels" run by government bureaucrats. 113 Thus, while patients can individually indicate in advance how much treatment they want at the end of their lives,
114
any comprehensive effort to root out Medicare's wasteful expenditures on "futile care" might face serious political opposition. In any case, an authoritative analysis published in The New England Journal of Medicine concluded that "the hope of cutting the amount of money spent on life-sustaining interventions for the dying in order to reduce overall health care costs is probably vain."
115 The authors noted that "there are no reliable ways to identify the patients who will die" and that "it is not possible to say accurately months, weeks, or even days before death which patients will benefit from intensive interventions and which ones will receive 'wasted' care."
116
That leaves age-based rationing of care or more precisely, denial of medical services on the basis of chronological age, as the only easily implemented pathway to eliminate what some might regard as inefficacious expenditures of medical resources. Such age-based rationing of health care is practiced in other national health care systems, even though studies of prognostic models have demonstrated that "age alone is not a good predictor of whether treatment will be successnumber of "quality-adjusted life years," a metric that is often tied to a patient's chronological age). (1996) (reporting that seven days before death, patients were as likely as not to survive the next two months and that even one day before death, the mean survival rate was seventeen percent).
V OLUME 20 ful."
117 In any case, polls of Americans have shown little support and significant opposition to the concept. 118 One survey undertaken in late 1989 sought agreement with the following statement: "Lifeextending medical care should be withheld from older patients to save money to help pay for the medical care of younger patients." 119 Only 5.7% of respondents under age sixty-five strongly agreed with this statement while 38.3% of that group strongly disagreed with it. 120 Interestingly, among respondents who were themselves age sixty-five and older, the gap between these opposing viewpoints was narrower: 8.8% strongly agreed with the statement in question while 35.4% strongly disagreed.
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Whether results would be substantially different today when the range of medical interventions has increased significantly and when the nation's budgetary situation has worsened considerably is an open question. Yet, when the 2010 health care reform legislation created an Independent Payment Advisory Board to reduce Medicare's expenses, 122 the enabling statute was explicit that this Board may not make proposals that would "ration health care." 123 Clearly, the prospect of eliminating Medicare expenditures that are medically futile will not be an easy task to accomplish.
VIII.Medicare Is Less Efficient than Private Health Insurance
The relevant syllogism is fairly straightforward: Proposition One: Medicare is a government program. Proposition Two: Government programs are inefficient.
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Therefore, Medicare must be inefficient. How can anyone argue with this logic? After all, Proposition One is indisputably true, and examples proving Proposition Two are everywhere to be found. Indeed, assailing government programs as inherently inefficient is akin to the proverbial exercise of shooting fish in a barrel. Little effort is required.
Nevertheless, Medicare has a significantly lower cost of administration than do private health insurance companies.
124
Medicare spends only 1.4% of medical benefits paid on administrative expenditures, 125 while private insurers spend 25% or more for such costs.
126
There are several distinct and not altogether favorable reasons behind this apparently excellent result. First, Medicare does not need to advertise for customers because it has a monopoly on Part A insurance services. Second, the cost of signing up customers and collecting premiums is borne by employers and 133 and that review process increases companies' cost of administering claims as a percent of the sum of claims paid. Thus, Medicare enjoys distinct competitive advantages that contribute to its low cost of administration, but some of its apparent efficiency may be due to less rigorous scrutiny of submitted claims.
134
IX. Medicare Is Not Means-Tested
Whenever the issue of cutting Medicare is discussed, one of the first rejoinders by all parties concerned is that a better alternative would be to make the program's upper-income beneficiaries pay more for their benefits. Indeed, the claim is often propounded that it is silly, if not offensive, to have low-income workers pay higher taxes so that wealthy beneficiaries can receive subsidized benefits from the Medicare program. The underlying premise of these contentions is that Medicare is not means-tested presently. That is simply not the case.
Medicare Part A is financed by a 2.9% payroll tax imposed on all of a person's wages, salaries, and income from self-employment.
135
Thus, if Amy earns ten times what Alex earns, Amy will pay ten times as much Medicare tax as Alex. And beginning in 2013, individuals with annual income above $200,000 and married couples with annual income above $250,000 will owe an additional 0.9% Medicare tax on their income above those thresholds from wages, salaries, and selfemployment.
136 These taxpayers will also owe a 3.8% Medicare tax on their investment income in excess of those same thresholds. fore become more important over time. In any case, the point remains that higher-income persons already pay more for their Medicare benefits than do lower-income persons, and that phenomenon will increase significantly after 2012.
139
In this connection, it should be noted that unlike Social Security benefits, which bear a close (though not isomorphic) relationship to one's pre-retirement earnings, 140 there is no correlation between one's pre-retirement earnings or one's Medicare taxes paid and the benefits a person receives from Medicare Part A. Indeed, the value of Medicare benefits received correlates with a person's health, not wealth, so a less-healthy retiree will receive more benefits from Medicare than a healthier retiree. Therefore, to the extent that wealthy people, and wealthy retirees especially, are healthier than their poorer counterparts, 141 there is actually a negative relationship between the income earned prior to retirement and the benefits a person is likely to receive from the Medicare program. In any case, Medicare Part A is clearly means-tested at the front end when taxes are paid to secure future entitlement to program benefits. fig.1 .6 (for Medicare beneficiaries, selfreported health status of "fair" or "poor" health declines as income rises).
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Medicare Part B and Part D employ a more direct form of meanstesting-namely, increased premiums based on taxable income during one's retirement years. Eschewing the precise mechanics of the applicable provisions, any Medicare beneficiary whose income exceeds some annually determined threshold pays an increased amount for coverage under these components of Medicare.
142
The amounts charged are based on no fewer than five separate levels of income as illustrated in this chart for Medicare Part B for the year 2012: the highest income level receive some subsidy from general tax revenues, but the extent of this subsidy declines as their income increases. Means-testing was not part of either Medicare Part B or Part D when those programs were first enacted but was added after considerable debate.
143
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Some policymakers opposed the very concept of means-testing benefits, regardless of the specific formula that was suggested, arguing that Medicare was a social insurance program and should provide equal benefits to all participants regardless of their individual resources. Means-testing benefits, in their view, ran the risk of converting Medicare into another welfare-oriented program with possible erosion of popular support and potential exposure to the sort of reductions that such programs often suffer in difficult economic times. Other policymakers opposed means-testing Medicare because they regarded reducing promised benefits on the basis of income as a disguised tax, a penalty on "success" in their view. 147 Thus, the idea that Medicare benefits should be means-tested raises genuine philosophical issues and is not a policy "slam dunk." Be that as it may, the bottom line is that the individual components of Medicare are means-tested currently, despite whatever concerns policymakers may have raised in the past. Some lawmakers, no doubt, might prefer that the degree to which Medicare is means-tested be increased, but the fact remains that Medicare is means-tested.
X. Increased Longevity Will Sink Medicare
The customary formulation of this myth is that Medicare is doomed by its own success in keeping its beneficiaries alive. Not only will the ranks of the program's beneficiaries increase as the vaunted baby boom generation reaches the statutory age of eligibility, but because people are staying alive longer, Medicare's costs will explode. The first part of this contention is indisputably true: entitlement to Medicare occurs when a person reaches age sixty-five, 148 and the baby boom generation that is generally calibrated as starting in 1946 has arrived at that threshold. As a result, additional Medicare beneficiaries enter that program every day, and because the baby boom generation dwarfs any preceding age cohort, 149 it is highly likely that more bene- This graph shows that per-person cumulative health care expenditures-the solid line-rise as a person's life lengthens. That is, the longer a person lives, the higher the total amount spent on health care expenses during the years after that person reaches age sixty-five, as one might surmise. In analyzing the impact on the Medicare program, however, it is essential to break out the components of total health care costs. Medicare covers most hospital costs but only a limited amount of nursing home expenses. 152 The sum of such nursing home costs-the short-dashed line in the graph-increases with a person's age, but those costs are generally not part of Medicare's responsibility. As a result, the cumulative cost borne by the Medicare program actually plateaus around age eighty, meaning that there is virtually no additional cumulative cost to Medicare from a person who lives past age eighty.
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Although the article did not attempt to explain this phenomenon, it is possible that after a person reaches some unspecified age, certain very expensive medical interventions are unlikely to succeed or may no longer be appropriate for other reasons. Indeed, the following graph 153 from the same article analyzes the sum of health care
expenditures for a patient's final two years of life, once again according to the age at which that person died:
FIGURE 2: Health Care Expenditures in the Last Two Years of Life, According to the Type of Health Service and the Age at Dealth.
As this graph shows, the total cost of nursing home care during a person's last two years is extremely sensitive to that person's longevity and rises steadily as that person's attained age increases. But the cost of that patient to Medicare during those final two years actually decreases. As the article concluded, "longevity after the age of 65 has a larger effect on the costs of nursing home care . . . than on the costs of services covered by Medicare."
154 Thus, the increasing number of persons eligible for Medicare in the future will certainly increase that program's costs, but their increasing longevity is itself a benign factor. 
XI. Conclusion
Medicare is an important and complicated program. It has no counterpart in the American health care system, and its significance to Americans of all ages is impossible to overstate. At the same time, its very size and cost make it a natural target for serious reform and cost reduction. This Article has sought to create a context for informed discussion and analysis of proposals to control the cost of Medicare in the future while recognizing that it has not been a stranger to such efforts in the past. As the baby boom generation passes from indirect beneficiaries-as Medicare has covered some of the medical costs of its parents-to direct beneficiaries as program enrollees, it is essential that would-be reformers understand the program's existing contours and limitations. Only if the many myths that surround this program are debunked can the difficult decisions and inevitable policy tradeoffs be developed that will maintain the program's singular importance for older Americans.
